Objective: To identify the baseline factors independently related to 3-year myopia progression and axial elongation in COMET.
sociated with faster 3-year progression. Children aged 6 to 7 years had the fastest progression of all age groups, progressing by a mean (±SD) of 1.31 D±0.13 more than children aged 11 years. Females progressed 0.16 D more than the males. Children of mixed, Hispanic, Asian, and white ethnicity progressed more than African American children by 0.49 D±0.16, 0.33 D±0.11, 0.32 D±0.13, 0.27 D±0.08, respectively. Age and ethnicity, but not sex, were independently associated with axial elongation. Among these myopic children, a 0.5 mm increase in axial length was associated with 1 D of myopia progression.
Conclusions:
Younger baseline age was the strongest factor independently associated with faster myopic progression and greater axial elongation at 3 years. African American children had less myopic progression and axial elongation than the other ethnic groups.
Arch Ophthalmol. 2005; 123:977-987 M YOPIA IS A COMMON ocular condition in the United States and Europe, affecting approximately 25% of adults, 1 and is even more prevalent in Asian populations. 2 Even low levels of myopia are associated with an increased risk of ocular complications such as retinal detachments, glaucoma and cataract, [3] [4] [5] [6] [7] and progression to higher levels of myopia increases these risks further. 4 Myopia progression is irreversible and there is no cure. Despite the high frequency of myopia and the risks associated with progression, understanding the factors associated with progression is limited.
The Correction of Myopia Evaluation Trial (COMET) was a randomized, doublemasked, multicenter clinical trial that evaluated whether progressive addition lenses (PALs) vs single vision lenses (SVLs) slowed the rate of myopia progression in children with juvenile-onset myopia who were observed for at least 3 years. The study found that myopia in children assigned to PALs progressed less than in children with SVLs by a small, statistically significant amount (3-year adjusted difference [±SD] , 0.20±0.08 diopter [D] ; P=.004). 8 A similar treatment effect was seen for change in axial length (difference of 0.11±0.03 mm; PϽ.001), a secondary outcome measure. 8 In addition to determining the overall effect of treatment with progressive addition lenses, 8 COMET provides an opportunity to evaluate factors related to myopia progression and axial elongation among this ethnically diverse cohort of children with mild to moderate juvenileonset myopia.
Most studies of myopia have focused on factors associated with its onset or prevalence. [9] [10] [11] [12] [13] [14] [15] Although results from studies investigating myopia progression have varied, reflecting differences in the definition of myopia, age range, duration of follow-up, and data analysis, [16] [17] [18] [19] [20] [21] [22] [23] [24] [25] [26] [27] some consistent trends have been observed. Younger age, 16, 17, 19, [21] [22] [23] [24] [25] initial myopia, [16] [17] [18] 21, 25 female sex, 16, 17, [24] [25] [26] and family history of myopia 27 have been associated with myopia progression. Treatment with bifocal or PALs (vs SVLs) or with atropine has been identified by some recent clinical trials as slowing progression, 8, [28] [29] [30] although not all studies have reported positive effects. 31 Although axial elongation is the source of most myopia and is closely correlated with myopia progression, 8, 20, 22 most studies report risk factors for progression only. Therefore, the risk factors for axial elongation and changes in vitreous chamber depth have been studied less frequently and mainly in cross-sectional studies. 32 This variable is important because it is the elongation of the globe that appears to be responsible for the increased risks for ocular pathology.
The aim of this article is to identify baseline factors that are independently related to 3-year myopia progression and axial elongation in COMET children while adjusting for treatment with PALs vs SVLs. Factors related to myopia progression that interacted with treatment are examined in a separate report. 33 
METHODS
Details of the study design and the study population have been presented previously 8, 34, 35 and are summarized here. Four clinical centers located at schools/colleges of optometry in Birmingham, Ala, Boston, Mass, Houston, Tex, and Philadelphia, Pa enrolled 469 children between September 1997 and September 1998, and observed them for at least 3 years, with outcome data collected annually. Eligible children were: (1) aged 6 to 11 years, inclusive at baseline, (2) had spherical equivalent myopia by cycloplegic autorefraction between − 1.25 D and−4.50 D inclusive in both eyes, (3) astigmatism less than or equal to 1.50 D in either eye, (4) anisometropia less than or equal to 1.0 D (spherical equivalent between eyes), (5) visual acuity (with best distance correction) 0.20 logMAR units or better (Snellen equivalent of 20/32), and (5) birth weight greater than or equal to 1250 g. Children with strabismus by a cover test, any known ocular, systemic, or neurodevelopmental condition, use of medications effecting refractive development, or prior wear of progressive addition, bifocal, or contact lenses were excluded. Participants were assigned to wear either SVLs (the standard treatment) or PALs (Varilux comfort lenses; Essilor of America, St Petersburg, Fla) with aϩ2.00 D addition. The COMET data were collected by masked examiners who were trained and certified according to a standard protocol. 34 The Data and Safety Monitoring Committee reviewed overall study performance and child safety.
The COMET study and protocols conform to the tenets of the Declaration of Helsinki. The institutional review boards of each participating center approved the research protocols. Informed consent (parents) and assent (children) were obtained after verbal and written explanation of the nature and possible consequences of the study.
PROCEDURES
Progression of myopia, the primary outcome, was measured by cycloplegic autorefraction. An autorefractor/autokeratometer (ARK 700A; Nidek, Gamagori, Japan) was used to take 5 consecutive, reliable readings both before and after cycloplegia. The cycloplegic agent was 2 drops of 1% tropicamide, administered 4 to 6 minutes apart, after corneal anesthesia was obtained with proparacaine hydrochloride for all but 1 child for whom benoxinate was used. Cycloplegic autorefraction measurements were taken 30 minutes after administration of the second drop of 1% tropicamide. 36 Following cycloplegic autorefraction, ocular component dimensions (anterior chamber depth, lens thickness, vitreous chamber depth, and overall axial length) were measured by Ascan ultrasonography (A-2500; Sonomed, Lake Success, NY). At least 3 measurements per eye, using either a slit-lamp or handheld technique, were necessary for study purposes, with 5 measurements obtained for 96% of eyes at all visits.
Corneal curvature was measured using the keratometry setting of the Nidek autorefractor. Phoria was measured at near and far targets using the cover test. The accommodative response to near (33 cm) and far (4 m) targets was measured with a Canon R-1 (Canon USA, Lake Success, NY), an open fieldof-view infrared autorefractor. These procedures have been described in detail elsewhere. 8, 34, 35 
STATISTICAL METHODS
Follow-up data were analyzed using the intent-to-treat principle 37 according to the child's assigned treatment group. Within 3 years, 2 children changed lens assignments, both from SVLs to PALs, due to binocular vision problems. For the 7 children lost to follow-up, progression information from their latest follow-up visit was used.
Progression of myopia, a continuous measurement, was defined as the change in spherical equivalent refractive (SER) error relative to baseline. For each eye, the mean of the 5 SER autorefraction measurements was computed for each visit. The analysis for progression of myopia in COMET was childbased, using the average of the 2 eyes to evaluate the magnitude of change in SER between follow-up and baseline (Pearson correlation coefficient for 3-year progression between the 2 eyes=0.90; mean interocular difference Ͻ0.25 D with a 95% confidence interval that includes zero). Mean (±SE) progression values were determined for each visit overall, and then by age, sex, ethnicity, and treatment group. A similar approach was used for the change in axial length.
The analytic strategy followed a series of steps to identify those baseline factors that were significantly and independently associated with progression, while adjusting for the effects of other covariates, including the effect of the intervention with PALs vs SVLs. First, factors were selected for inclusion in multivariate analyses based on a univariate screen and scientific considerations. Age was classified into 1-year categories to evaluate the cross-sectional role of each year difference in age on myopia progression. The 2 youngest age groups (6-and 7-year-old children) were combined because of the low number of children in each category (6-year-olds, n=10; 7-year-olds, n=32).
Baseline myopia and baseline accommodative response were categorized based on a median split to allow for interpretation of their association with myopia progression based on higher and lower levels of these variables. Second, a multiple regression model used the selected factors to evaluate each covariate for its potential interaction with other covariates, using specific SAS macros (SAS Inc, Cary, NC). The final multiple linear regression model 38 used to examine factors associated with myopia progression included baseline age, sex, ethnicity, treatment group, baseline myopia, accommodative response, and phoria (by cover test), as well as the interaction terms identified in previous multiple regression models. The final model for axial elongation was similar to that of myopia progression but included baseline axial length instead of myopia, baseline ( corneal curvature, and an interaction term between baseline accommodative response and treatment. Three-year adjusted differences within categories of each factor based on comparisons with a reference group (ie, 11-year-olds, males, and African Americans) and associated P values were obtained from these models to provide estimated differences based on the combined effects of the covariates in the model. Similar analyses were also conducted to evaluate factors independently associated with change in vitreous chamber depth.
Based on an update of the COMET database, the classification of age for this article is modified slightly from our previous publication 8 reporting the study outcome, with 7 children reclassified as 1 year younger for these analyses. In addition, 3 children classified as "other" ethnicity in the article reporting baseline results 35 were reclassified as Asian, white, and African American.
RESULTS

OVERVIEW
The 469 children enrolled in COMET had a mean (±SD) age of 9.3 (±1.3) years and 52% were female. The COMET children were ethnically diverse (46% white, 26% African American, 15% Hispanic, 8% Asian, 5% mixed) with moderate myopia at baseline mean (± SD) spherical equivalent cycloplegic autorefraction of − 2.4 D (±0.8). Baseline characteristics were balanced, with no statistically significant differences between treatment groups. Retention was excellent with 462 (98.5%) out of 469 children observed after 3 years. Because COMET data are derived from a clinical trial with 2 treatment groups and the trial results demonstrated slower progression in the PAL vs SVL group, Table 1 shows unadjusted progression for age, sex, and ethnicity by treatment group as well as for both treatment groups combined. Progression decreased with increasing age and females progressed more than males, overall and within each treatment group. However, progression patterns for ethnicity appeared to differ between the PAL and the SVL groups. For the PAL group, myopia in African Americans progressed the least and myopia in children of mixed ethnicity progressed the most. Among the children with SVLs, myopia in Hispanic and African American children progressed the least amount while Asian children had the highest progression. However, differences in progression between treatment groups were not statistically significant for any ethnic group and there was no interaction between treatment and ethnicity. 8, 33 Because of these findings and because of the general similarities in the relationships between age, sex, and progression within each treatment group, additional results are based on the treatment groups combined. A discussion of each of these factors follows.
Age
The youngest children at baseline (6-7 years old) had the most 3-year myopia progression (2.21±0.16 D), regardless of treatment assignment, and their progression was over twice as high as the 11-year-olds (2.21 D vs 0.94 D). Overall myopia progression lessened with each successive year of age (Table 1) , with larger differences in progression between the younger than the older age groups. The largest difference in progression was 0.56 D and occurred between the 6 to 7 and the 8-year-old This pattern of decreasing 3-year myopia progression with increasing age was evident at the 1-year follow-up visit and was sustained for the next 2 years ( Figure 1A) . Annual myopia progression rates also were highest for the 6-to 7-year-old children at each follow-up visit, providing further support for the relationship between younger baseline age and faster myopia progression. For example, myopia progression between baseline and 1-year visit ranged from 0.87 D for the 6-to 7-year-olds to 0.65 D, 0.54 D, 0.38 D, and 0.38 D for the 8-, 9-, 10-, and 11-year-olds, respectively. Annual myopia progression also decreased with increasing age for the next 2 years within each group.
Based on unadjusted differences in myopia progression, the 11-year-old children progressed less than each of the other age groups ( Table 2) . Using multiple regression analyses adjusting for the covariates included in the final model, baseline age was found to be independently associated with 3-year progression (PϽ.001 for children aged 6-7 years vs 11 years, 8 years vs 11 years, and 9 years vs 11 years; P=.04 for ages 10 vs 11 years) ( Table 2 ). The largest adjusted difference in myopia progression of −1.31 D occurred between the 11-year-olds and the youngest children (6-7 years old) with the differences between 11-year-olds and the other age groups decreasing with each increasing year of age, further substantiating the observation of slower myopia progression with increasing baseline age. Additional analyses also explored myopia at baseline and each follow-up visit as an alternative approach to evaluating the role of age (Figure 2) . At baseline the 6-to 7-year-old children had similar amounts of myopia as the children who were 9, 10, and 11 years old and the 8-year-olds had significantly less myopia than the 9-, 10-and 11-year-olds (PϽ.05 based on analysis of variance). The unadjusted 3-year mean (±SE) SER ranged from−4.53 D (±0.21) for the 6-to 7-year olds to − 3.78 D (±0.13), −3.87 D (±0.11), − 3.53D (± 0.09), and − 3.38D (±0.12) for the 8-, 9-, 10-, and 11-year-olds, respectively (Figure 2) . The 6-to 7-year-old children had significantly more myopia at year 3 than all other age groups (8, 9, 10, and 11 years) (PϽ.05 based on analysis of variance) and also had the most myopia of all the age groups at 1 and 2 years.
Sex
On average, males progressed by 0.16 D less than females over 3 years (Table 1 and Figure 1B ). Slower myopia progression in males was observed at each follow-up visit, beginning at 1 year with boys progressing less than girls by 0.07 D and at 2 years with boys progressing less by 0.09 D ( Figure 1B) . Sex was independently associated with myopia progression (P=.01) (Table 2) with the difference between males and females remaining unchanged after adjustment for other covariates.
Ethnicity
For all COMET children, among the 5 ethnic groups, African American children progressed the least at 3 years (mean [± SD] progression of 1.17 D ± 0.07) ( Table 1 and Figure 1C ). This pattern was also observed for the first 2 years of follow-up ( Figure 1C ). After adjustment for important covariates, 3-year myopia progression in African American children was slower than progression in children from each of the other ethnic groups (Table 2) . Compared with African American children, the mean difference in 3-year myopia progression ranged from−0.27 D (P = .001) for white children, which has the largest sample size, to− 0.49 D (P = .002) for mixed children.
Other Factors Associated With Progression
Baseline accommodative response and baseline myopia interacted with treatment findings that were reported previously 8 and have been examined further in another report that also evaluates related factors including phoria, reading distance, and nearwork.
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AXIAL ELONGATION
The role of age, sex, and ethnicity was evaluated for axial elongation, the secondary outcome, using a similar approach to myopia progression. Additional analyses also evaluated the role of these factors separately for each anterior chamber depth, lens thickness, and vitreous chamber depth. The 3-year mean (±SE) change in axial length was 0.66 mm (±0.02) ( Table 3) . Most of the eye growth was due to changes in the vitreous chamber which increased by 0.60 mm (±0.02), with the anterior chamber increasing by 0.07 mm (±0.01), and the lens thinning by−0.01 mm (±0.004) over 3 years. Annual increases in overall axial length were 0.28 mm (±0.01) between baseline and 1-year visit; 0.21 mm (±0.008) between 1 and 2 years and 0.17 mm (±0.01) between 2 and 3 years, reflecting the slowing in eye growth over time. Table 3 shows the 3-year unadjusted increase in axial length (in mm) for age, sex, and ethnicity by treatment group and overall. Similar to progression, increase in axial length was less for each year of baseline age in both treatment groups and the largest overall difference in axial elongation between 2 age groups was 0.26 mm between the 6 to 7 and 8-year-olds, with the differences between subsequent age groups decreasing to 0.14 mm (8-9 years), 0.11 mm (9-10 years) and 0.12 mm (10-11 years). African American children had the smallest increase in elongation among all the ethnic groups in both treatment groups. Three-year axial elongation was similar for males and females. Findings for age and ethnicity were also similar to those for progression at 1, 2, as well as 3 years ( Figure 3A , 3B and 3C) with the youngest children having most eye growth and African American children having the least eye growth at each visit. Table 4 shows the 3-year unadjusted and adjusted differences by age, sex, and ethnicity. In general, the findings for axial elongation parallel those for myopia progression. The unadjusted differences for age showed significant differences in axial elongation between the 11-year-olds and each of the younger age groups (PϽ.001), with the older children having less eye growth. For ethnicity, African American children had less increase in eye growth than children of Asian (P=.05) and mixed ethnicity (P=.04); eye growth between males and females was similar. Based on the results of the multiple regression model, age (PϽ.001 for 11-year-olds vs all the younger age groups) and ethnicity (African American vs Hispanic and mixed, P=.001; African American vs Asian, P=.01; African American vs white, P=.003), but not sex, were significantly associated with change in axial length. After accounting for the effect of covariates, the adjusted mean (± SE) difference in axial elongation between males and females was 0.05 mm (± 0.03), in favor of females having more elongation over 3 years. This difference was less than that observed for progression, but was not statistically significant (P = .09).
The relationship between sex and change in axial length was investigated further because of sex differences that were observed in baseline axial length and corneal curvature. At that time, based on the average of the 2 eyes, females had shorter eyes (23.91 mm vs 24.35 mm, PϽ.001) and steeper corneas in both meridians than males (7.68 mm vs 7.77 mm, P=.001 and 7.54 mm vs 7.64 mm, PϽ.001 for the horizontal and vertical meridians, respectively), yet had similar SER, − 2.41 D (± 0.05) for females and−2.36 D (± 0.05) for males. Therefore, baseline corneal curvature was included as a covariate in the multiple regression model in addition to the other covariates mentioned previously, but was not associated with 3-year axial elongation. Further analyses examined changes in corneal curvature by sex during the follow-up period. Changes over 3 years were minimal and similar for males and females in both the horizontal and vertical meridians, with a change of 0.03 mm and 0.04 mm in the horizontal meridian for males and females, respectively, and−0.01 mm in the vertical meridian for both sexes. Therefore, at the 3-year visit, females still had steeper corneas (7.72 mm vs 7.80 mm for males; PϽ.001) (horizontal meridian) and also had shorter eyes (24.59 mm vs 25.00 mm; PϽ.001), which was similar to the baseline observations.
Additional analyses were performed to evaluate change in vitreous chamber depth as an outcome in a model that included baseline vitreous chamber depth instead of baseline axial length along with the covariates described previously. Results were similar to those for axial length. 
RELATIONSHIP BETWEEN MYOPIA PROGRESSION AND CHANGE IN AXIAL LENGTH
Three-year myopia progression was significantly correlated with a 3-year increase in axial length (Pearson correlation coefficient=−0.88; PϽ.001) (Figure 4) . On average, a 1-mm increase in axial length was associated with 2.04 D (±0.05 SE) of myopia progression; alternatively, 1 D of myopia progression was associated with 0.5 mm of axial elongation. The correlation was also found to be similar and significant for each treatment group 8 and for males (coefficient of correlation, r = − 0.90; PϽ.001) and females (r =−0.87; PϽ.001). Since the increase in vitreous chamber depth accounted for most of the increase in overall axial length over 3 years, separate analyses were also conducted to quantify its independent relationship with myopia progression. The results were similar to those for overall axial length, showing a similar and significant correlation (r = − 0.88; PϽ.001).
COMMENT
In this cohort study of 469 myopic children who were randomized to treatment with PALs or SVLs, younger baseline age, female sex, and mixed, Asian, Hispanic, and white (vs African American) ethnicity, were independently associated with faster 3-year myopia progression, whether children were treated with SVLs or PALs. The factors associated with change in axial length were similar to those for progression, except for sex, which showed a similar pattern between progression and axial elongation that did not reach statistical significance for axial elongation. Although the COMET children are a cohort of clinical trial participants who are not population-based, they are a large, well characterized, ethnically diverse group of children with mild to moderate myopia. The study data were collected using standard methods, with excellent reliability of the outcome measures and high retention (98.5% at 3 years) was maintained throughout the trial. As such, this cohort allows for quantification of the role for each of these factors in myopia progression and axial elongation. Thus, the results are likely to be generalizable to most children with juvenile onset myopia.
AGE
Baseline age was the strongest independent factor for myopia progression in this cohort, suggesting that younger children, particularly those 6 to 7 years old with at least−1.25 D of myopia, are at risk of faster progression than older children regardless of other baseline characteristics. The younger the age at baseline, the higher the myopia progression as well as the amount of myopia at 3 years despite the general similarity of baseline myopia across age groups ( Figure 1A and Figure 2) . Similarly, change in axial length was also associated with age, thus reinforcing the importance of age as a factor in myopia progression and related eye growth among COMET children. These observations suggest that children with significant myopia at young ages should be monitored closely for progression and the need for prescription changes.
One hypothesis for the faster progression at young ages is that the myopia that is already present in children by 6 or 7 years of age may be a different type from the myopia that occurs at ages 8 years and older (eg, more likely to have a genetic basis, more rapidly progressing, more likely to be at increased risk of high myopia). An alternative possibility was that the younger children simply may be at an early stage of myopization when rapid progression is most likely to occur, while the older children have reached a later phase in which their myopia is beginning to stabilize. The COMET data cannot address these analyses directly because the date of myopia onset is not available for COMET children, even though the study eligibility criteria were selected to capture children at the period when they were most likely to experience the greatest rate of progression. However, no interaction was found between age and amount of baseline myopia for progression. In additional multiple regression models, evaluating age and baseline myopia as continuous variables (instead of categorical), both remained as significant predictors of progression.
An issue to consider is the similarity of baseline myopia across baseline age groups despite the role of age in myopia progression. The fact that COMET children had similar levels of baseline myopia across age groups is likely because of the trial's selection criteria which limited eligibility to myopia based on cycloplegic autorefraction between −1.25 D and − 4.50 D. As a result of the relationship between baseline myopia and age, it is difficult to disentangle their independent effects on myopia progression. The similarity of baseline myopia across age groups provides an opportunity to evaluate the independent effect of age while controlling for baseline myopia.
These findings support the importance of age as a risk factor for progression regardless of the level of baseline myopia. The role of age and amount of myopia at the time of stabilization will continue to be examined with additional follow-up of the COMET cohort. These analyses will extend the cross-sectional analyses based on baseline age to evaluate the relationship between change in age with progression over time. Such analyses will permit further evaluation of whether the effect of younger vs older age on progression persists as progression slows and the cohort grows older. Since myopia progression cannot be linear, future analyses will include nonlinear modeling techniques to determine the most appropriate fit of the data.
Most of the other studies that evaluated the role of age in myopia progression evaluated mean age or had different age groups making comparisons with COMET difficult. 16, 17, 19, [21] [22] [23] [24] [25] One Singapore study by Saw et al, 19 based on a subset of 153 out of 311 children recruited to participate in a randomized clinical trial, evaluated progression based on cycloplegic autorefraction for the same age categories as COMET. The Saw et al study estimated average annual progression, from a mean of 28 months of follow-up, limiting a direct comparison with COMET. Yet, it is interesting to note that the annual progression in these Singaporean children was similar to the 1-year progression observed in COMET for the 6-to 7-, 8-, 9-, and 10-year-old children and the annual progression for the 11-year-olds in Singapore was lower than in COMET at 1 year (0.20 D vs 0.38 D). This consistency between COMET and the Singapore study indicating more progression in the younger age groups lends further support to the conclusion that children with myopia at a younger age have faster progression.
SEX
The role of sex was more clear cut for myopia progression than for increase in axial length. Myopia in females progressed more than males at each year of follow-up with the 3-year difference of 0.16 D. However, for increase in axial length, this adjusted difference was lower (0.05 mm). Differences in progression between myopic males and females have been found in some, 16, 18, 20 but not all studies. 17, 19 The absence of a significant association between sex and axial elongation in COMET may be because of the fact that the female eyes are shorter and have steeper corneas than those of the males throughout the follow-up period. However, the similar relationship between myopia progression and increase in axial length at 3 years for males (beta = − 2.07) and females (beta=−2.02) indicates that the changes in these measurements occur at a similar rate for both sexes. Additional follow-up of this cohort will help to clarify the role of sex in progression and cessation of myopia. 21 Additional studies in Hong Kong, 22 Singapore, 19 which are similar or lower than progression observed in the COMET children. Despite differences in the study populations, definitions of myopia, and methods of data collection, the similarities in progression suggest that the Asian children in COMET progress at a similar rate to those in Asian countries. Studies have also identified Asian populations as having a greater prevalence of myopia 39 and African Americans as having a lower prevalence. 40 A recent report from the Collaborative Longitudinal Evaluation of Ethnicity and Refractive Error Study, a multicenter observational study of refractive error in 4 ethnic groups from 4 different locations in the United States, also found Asian children to have the highest prevalence, followed by Hispanics, while rates for whites and African Americans were similar. 39 Therefore, with regard to sex, the factors associated with prevalence may differ from those for progression. The role of ethnicity in myopia progression and stabilization will be clarified with the additional follow-up of COMET children.
RELATIONSHIP BETWEEN MYOPIA PROGRESSION AND CHANGE IN AXIAL LENGTH
Among these myopic children, a 0.5 change in axial length was associated with 1 D of myopia progression, an observation that differs from the commonly used correlation of a 1-mm change corresponding to 3 D of progression, 41 based on theoretical considerations including distance of the principal plane to the retina and the power of the adult eye. In children, some elongation occurs even in eyes that remain emmetropic, which contributes to the 1 to 2 relationship. Future analyses of axial component data will help clarify the relationship between baseline eye size, axial elongation, and myopia progression in COMET children.
In summary, these analyses have expanded on the primary results of COMET to investigate factors associated with 3-year progression and axial elongation. Progression is likely to be influenced by a combination of demographic, ocular, genetic, or environmental factors, including intervention with PALs. The potential role of nearwork in myopia progression, an issue frequently raised in literature, was evaluated in a separate article that investigated factors that interacted with treatment. 33 While nearwork was not found to be independently associated with myopia progression, an adjusted treatment effect of PALs of 0.42 D was found at 3 years for children with larger accommodative lags who performed more than 104.5 diopter per hour of nearwork per week. This effect was not statistically significant, perhaps owing to the smaller number of subjects with this information, but was higher for children with smaller accommodative lags or those who performed less nearwork, 33 thus suggesting that intervention with PALs was more effective for those children who are most likely to experience blurred vision.
The risk factors for 3-year myopia progression identified in this article are those that are independent of treatment (PAL vs SVL) group to which the children were randomly assigned. These results confirm previous reports regarding age, sex, and initial myopia, provide a new observation concerning ethnic differences that should be explored in other populations, and offer guidance for identification of children at higher risk of progression to be targeted for closer monitoring. The continued follow-up of the COMET cohort for an additional 5 years will further clarify the role of these factors on progression and stabilization of myopia. 
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